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Requirement UM-001: UM Program Policies and Procedures

‘ STATUTORY/REGULATORY CITATION(S)

CA Health and Safety Code section 1367.01(a)

(a) A health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees, or
that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.

CA Health and Safety Code section 1367.01(b)

(b) A health care service plan that is subject to this section shall have written policies
and procedures establishing the process by which the plan prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers of health care
services for plan enrollees. These policies and procedures shall ensure that decisions
based on the medical necessity of proposed health care services are consistent with
criteria or guidelines that are supported by clinical principles and processes. These
criteria and guidelines shall be developed pursuant to section 1363.5. These policies
and procedures, and a description of the process by which the plan reviews and
approves, modifies, delays or denies requests by providers prior to, retrospectively, or
concurrent with the provision of health care services to enrollees, shall be filed with the
director for review and approval, and shall be disclosed by the plan to providers and
enrollees upon request, and by the plan to the public upon request.

CA Health and Safety Code section 1367.01(c)

(c) A health care service plan subject to Section 1367.01, shall employ or designate a
medical director who holds an unrestricted license to practice medicine in this state
issued to pursuant Section 2050 of the Business and Professions Code or pursuant to
Osteopathic Act, or if the plan is a specialized health care service plan, a clinical
director with California licensure in a clinical area appropriate to the type of care
provided by the specialized health care service plan. The medical director or clinical
director shall ensure that the process by which the plan reviews and approves, modifies,
or denies, based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
complies with the requirements of this section.

CA Health and Safety Code section 1367.01(i)
(i) A health care service plan subject to this section shall maintain telephone access for
providers to request authorization for health care services
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| INDIVIDUAL (S)/POSITION(S) TO BE INTERVIEWED |

Staff responsible for the activities described above, for example:
e Dental Director and/or senior Dentist responsible for utilization management
e Utilization Management Director

| DOCUMENT(S) TO BE REVIEWED |

e UM policies and procedures, including org charts and committee descriptions ( A
UM Program Description may be substituted or in addition to policies and
procedures)

e Job Description of the Dental Director responsible for ensuring the UM Process
complies with Section 1367.01

e Copy of licenses of the Dental Director(s)

e UM Committee minutes

e Review licensing filing of the Plan’s UM Program and confirm submission of
appropriate policies and procedures.

| UM-001 - Key Element 1: |
1. The health care service plan or the entity with which it contracts for utilization
review or utilization management services complies with the requirements of
section 1367.01.
CA Health and Safety Code section 1367.01(a)

Assessment Questions Yes | No | N/A

1.1 Has the Plan/ contracted entity identified a health care service or
has a list of health care services that require review and prior
authorization/ approval by the Plan as a condition of
reimbursement?

1.2 Are health care services reviewed by the Plan or contracted
entity to determine whether the requested service is based in
whole or in part on medical necessary?

1.3 Do some medical necessity reviews result in a modification or
denial of the requested service on the basis that the service was
not medically necessary?

| UM-001 - Key Element 2:
1. The Plan has utilization management policies and procedures.
CA Health and Safety Code section 1367.01(b)
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Assessment Questions

Yes

No

N/A

2.1 Do policies and procedures describe the process by which
the Plan reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by
providers of dental care services for Plan enrollees?

2.2 Do policies and procedures include utilization review
processes such as prospective review, concurrent review
and retrospective review?

| UM-001 - Key Element 3

3. A designated or employed medical director is responsible to ensure the Plan’s
UM program complies with this section and holds an unrestricted license to

practice medicine in California.
CA Health and Safety Code section 1367.01(c)

Assessment Questions

Yes

No

N/A

3.1 Is a dentist designated or employed to provide clinical
direction to the UM Program and ensure compliance with the
requirements of 1367.01?

3.2 Does the designated individual hold a current unrestricted
license to practice dentistry in California?

| UM-001 - Key Element 4:

4. The Plan ensures telephone access for providers to request authorizations for

health care services.
CA Health and Safety Code section 1367.01(i)

Assessment Questions

Yes

No

N/A

4.1 Do the Plan’s UM policies and procedures describe and
ensure telephone access for requesting authorizations for
dental care services?

4.2 Does the Plan maintain telephone access for providers to
request authorizations for dental care services?

End of Requirement UM-001: UM Program Policies and Procedures
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Requirement UM-002: UM Decision Making and Time Frames

‘ STATUTORY/REGULATORY CITATION(S)

CA Health and Safety Code section 1367.01(a)

(a) Every health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees, or
that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.

CA Health and Safety Code sections 1367.01(e) and (Q)

(e) No individual, other than a licensed physician or a licensed health care professional
who is competent to evaluate the specific clinical issues involved in the health care
services requested by the provider, may deny or modify requests for authorization of
health care services for an enrollee for reasons of medical necessity. The decision of
the physician or other health care professional shall be communicated to the provider
and the enrollee pursuant to subdivision (h).

(9) If the health care service plan requests medical information from providers in order
to determine whether to approve, modify, or deny requests for authorization, the plan
shall request only the information reasonably necessary to make the determination.

CA Health and Safety Code sections 1367.01(h)(1) and (2)

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, every health care service plan subject to
this section shall meet the following requirements:

(1) Decisions to approve, modify, or deny, based on medical necessity, requests by
providers prior to, or concurrent with the provision of health care services to enrollees
that do not meet the requirements for the 72-hour review required by paragraph (2),
shall be made in a timely fashion appropriate for the nature of the enrollee's condition,
not to exceed five business days from the plan's receipt of the information reasonably
necessary and requested by the plan to make the determination. In cases where the
review is retrospective, the decision shall be communicated to the individual who
received services, or to the individual's designee, within 30 days of the receipt of
information that is reasonably necessary to make this determination, and shall be
communicated to the provider in a manner that is consistent with current law. For
purposes of this section, retrospective reviews shall be for care rendered on or after
January 1, 2000.

(2) When the enrollee's condition is such that the enrollee faces an imminent and
serious threat to his or her health including, but not limited to, the potential loss of life,
limb, or other major bodily function, or the normal timeframe for the decision making
process, as described in paragraph (1), would be detrimental to the enrollee’s life or
health or could jeopardize the enrollee’s ability to regain maximum function, decisions to
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approve, modify, or deny requests by providers prior to, or concurrent with, the provision
of health care services to enrollees, shall be made in a timely fashion appropriate for the
nature of the enrollee's condition, not to exceed 72 hours after the plan's receipt of the
information reasonably necessary and requested by the plan to make the determination.
Nothing in this section shall be construed to alter the requirements of subdivision (b) of
Section 1371.4. Notwithstanding Section 1371.4, the requirements of this division shall
be applicable to all health plans and other entities conducting utilization review or
utilization management.

CA Health and Safety Code sections 1367.01(h)(3) through (5)

(3) Decisions to approve, modify, or deny requests by providers for authorization prior
to, or concurrent with, the provision of health care services to enrollees shall be
communicated to the requesting provider within 24 hours of the decision. Except for
concurrent review decisions pertaining to care that is underway, which shall be
communicated to the enrollee’s treating provider within 24 hours, decisions resulting in
denial, delay, or modification of all or part of the requested health care service shall be
communicated to the enrollee in writing within two business days of the decision. In the
case of concurrent review, care shall not be discontinued until the enrollee’s treating
provider has been notified of the plan’s decision and a care plan has been agreed upon
by the treating provider that is appropriate for the medical needs of that patient.

(4) Communications regarding decisions to approve requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
specify the specific health care service approved.

Responses regarding decisions to deny, delay, or modify health care services
requested by providers prior to, retrospectively, or concurrent with the provision of
health care services to enrollees shall be communicated to the enrollee in writing, and
to providers initially by telephone or facsimile, except with regard to decisions rendered
retrospectively, and then in writing, and shall include a clear and concise explanation of
the reasons for the plan’s decision, a description of the criteria or guidelines used, and
the clinical reasons for the decisions regarding medical necessity.

Any written communication to a physician or other health care provider of a denial,
delay, or modification of a request shall include the name and telephone number of the
health care professional responsible for the denial, delay, or modification.

The telephone number provided shall be a direct number or an extension, to allow the
physician or health care provider easily to contact the professional responsible for the
denial, delay, or modification. Responses shall also include information as to how the
enrollee may file a grievance with the plan pursuant to Section 1368, and in the case of
Medi-Cal enrollees, shall explain how to request an administrative hearing and aid paid
pending under Sections 51014.1 and 51014.2 of Title 22 of the California Code of
Regulations.

(5) If the health care service plan cannot make a decision to approve, modify, or deny
the request for authorization within the timeframes specified in paragraph (1) or (2)
because the plan is not in receipt of all of the information reasonably necessary and
requested, or because the plan requires consultation by an expert reviewer, or because
the plan has asked that an additional examination or test be performed upon the
enrollee, provided the examination or test is reasonable and consistent with good
medical practice, the plan shall, immediately upon the expiration of the timeframe
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specified in paragraph (1) or (2) or as soon as the plan becomes aware that it will not
meet the timeframe, whichever occurs first, notify the provider and the enrollee, in
writing, that the plan cannot make a decision to approve, modify, or deny the request for
authorization within the required timeframe, and specify the information requested but
not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. The Plan shall also notify the provider and enrollee of the anticipated
date on which a decision may be rendered. Upon receipt of all information reasonably
necessary and requested by the plan, the plan shall approve, modify, or deny the
request for authorization within the timeframes specified in paragraph (1) or (2),
whichever applies.

[ INDIVIDUAL(S)/POSITION(S) TO BE INTERVIEWED

Staff responsible for the activities described above, for example:
e UM Director / Managers
e Dental Director and/or senior dentist responsible for UM

| DOCUMENT(S) TO BE REVIEWED

e UM policies and procedures, including UM decision timeframe requirements
e Organization charts, committee descriptions and key staff job descriptions of staff
involved in UM review

e Sample of UM denial files to be reviewed onsite

| UM-002 - Key Element 1:

1. The Plan has written policies and procedures for review and approval,
modification, delay or denial of services (medical necessity denials) and
ensures they are consistently applied.

CA Health and Safety Code sections 1367.01(e) and (Q)

Assessment Questions Yes | No | N/A

1.1 Does the Plan have policies and procedures to ensure that
only licensed dentists or a licensed health care professional
(competent to evaluate clinical issues related to requested
health care services) make decisions to deny or modify
requested services on the basis of medical necessity?

1.2 Do the Plan’s denial files validate that only licensed Dentists
or a licensed health care professional (competent to evaluate
clinical issues related to requested health care services) make
decisions to deny or modify requested services on the basis of
medical necessity?
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| UM-002 - Key Element 2:

2. The Plan has established and implemented written policies and procedures

regarding the timeliness of UM Decisions and ensures they are consistently

applied.
CA Health and Safety Code sections 1367.01(h)(1) and (2)

Assessment Questions

Yes

No

N/A

2.1

After the Plan’s receipt of the information reasonably
necessary to make the determination, does the Plan make
decisions to approve, modify, or deny requests by providers in
a timely fashion, not to exceed five business days (This
applies to requests prior to, or concurrent with the provision of
health care services to enrollees.)

2.2

After the Plan’s receipt of the information reasonably
necessary and requested by the Plan to make the
determination, for urgent referrals and requests for other
health care services, does the Plan make the decision to
approve, modify, or deny requests by providers in a timely
fashion, not to exceed 72 hours (This applies to requests prior
to, or concurrent with the provision of health care services to
enrollees.)

2.3

Does the Plan communicate utilization review decisions to
approve, deny, delay, or modify health care services to
requesting providers initially by telephone, facsimile or
electronic mail and then in writing within 24 hours of making
the decision?

2.4

Does the Plan communicate UM decisions to approve, deny,
delay, or modify health care services to enrollees in writing
within 2 business days?

2.5

Does the Plan request information from the provider that is
reasonably necessary to make a medical necessity decision in
a timely fashion (appropriate for the nature of the enrollee’s
condition)?

2.6

Upon receipt of the requested information, does the Plan
make decisions to approve, modify, or deny the request within
the required timeframe?

2.7

For retrospective reviews, does the Plan make the decision to
approve or deny the previous provision of health care services
to enrollees, and communicate that decision within 30 days
after the Plan’s receipt of the information reasonably
necessary and requested by the Plan to make the
determination?

End of Requirement UM-002: UM Decision Making and Time Frames
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Requirement UM-003: UM Criteria Development

‘ STATUTORY/REGULATORY CITATION(S)

CA Health and Safety Code sections 1363.5(a) and (b)

(a) A plan shall disclose or provide for the disclosure to the director and to network
providers the process the plan, its contracting provider groups, or any entity with which
the plan contracts for services that include utilization review or utilization management
functions, uses to authorize, modify, or deny health care services under the benefits
provided by the plan, including coverage for sub-acute care, transitional inpatient care,
or care provided in skilled nursing facilities. A plan shall also disclose those processes
to enrollees or persons designated by an enrollee, or to any other person or
organization, upon request. The disclosure to the director shall include the policies,
procedures, and the description of the process that are filed with the director pursuant to
subdivision (b) of Section 1367.01.

(b) The criteria or guidelines used by plans, or any entities with which plans contract for
services that include utilization review or utilization management functions, to determine
whether to authorize, modify or deny health care services shall:

(1) Be developed with involvement from actively practicing health care providers

(2) Be consistent with sound clinical principles and processes

(3) Be evaluated, and updated if necessary, at least annually

CA Health and Safety Code section 1367.01(b)

These policies and procedures shall ensure that decisions based on the medical
necessity of proposed health care services are consistent with criteria or guidelines that
are supported by clinical principles and processes.

CA Health and Safety Code section 1367.01(f)

The criteria or guidelines used by the health care service plan to determine whether to
approve, modify, or deny requests by providers prior to, retrospectively, or concurrent

with, the provision of health care services to enrollees shall be consistent with clinical

principles and processes.

INDIVIDUAL(S)/POSITION(S) TO BE INTERVIEWED

Staff responsible for the activities described above, for example:
e UM Director
e Dental Director or designee
e Senior dental health clinical officer

DOCUMENT(S) TO BE REVIEWED

e UM policies and procedures and/or Program document outlining development
and approval of UM criteria
e UM Committee minutes
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Signature page for UM program/Plan/policies and procedures

| UM-00

3 - Key Element 1:

1. The Plan develops UM criteria consistent with acceptable standards and
evaluates them annually.
CA Health and Safety Code sections 1363.5(a) and (b); CA Health and Safety
Code section 1367.01(f)

Assessment Questions

Yes

No

N/A

1.1 Does the Plan utilize criteria/guidelines when determining the
medical necessity of requested health care services?

1.2 Are criteria/guidelines developed with involvement from
actively practicing dental care providers?

1.3 Does the Plan have a mechanism to ensure that UM
criteria/guidelines for making medical necessity decisions are
updated annually (or more frequently if needed)?

di

1.4 Does the Plan have a mechanism to ensure that UM
criteria/guidelines for making medical necessity decisions are

sseminated to all UM decision-makers?

1.5 Does the Plan distribute clinical practice guidelines to dental
care and specialty care providers as appropriate?

16 Is

there supporting documentation to confirm the

criteria/guidelines are consistent with accepted standards of
practice? (For example, documented approval via minutes
from discussions; criteria/guidelines have been adopted by
reputable dental organizations; criteria/guidelines consistent
with national standards from federal agencies.)

End of Requirement UM-003: Criteria Development
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Requirement UM-004: Communication Requirements for UM Decisions

‘ STATUTORY/REGULATORY CITATION(S)

CA Health and Safety Code section 1363.5(b)(4)

(b) The criteria or guidelines used by plans, or any entities with which plans contract for
services that include utilization review or utilization management functions, to determine
whether to authorize, modify, or deny health care services shall:

(4) If used as the basis of a decision to modify, delay, or deny services in a specified
case under review, be disclosed to the provider and the enrollee in that specified case.

CA Health and Safety Code section 1367.01(d)

(d) If health plan personnel, or individuals under contract to the plan to review requests
by providers, approve the provider’s request, pursuant to subdivision (b), the decision
shall be communicated to the provider pursuant to subdivision (h).

CA Health and Safety Code section 1367.01(h)(2)

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(2) When the enrollee's condition is such that the enrollee faces an imminent and
serious threat to his or her health including, but not limited to, the potential loss of life,
limb, or other major bodily function, or the normal timeframe for the decision-making
process, as described in paragraph (1), would be detrimental to the enrollee’s life or
health or could jeopardize the enrollee's ability to regain maximum function, decisions to
approve, modify, or deny requests by providers prior to, or concurrent with, the provision
of health care services to enrollees, shall be made in a timely fashion appropriate for the
nature of the enrollee’s condition, not to exceed 72 hours after the plan's receipt of the
information reasonably necessary and requested by the plan to make the determination.
Nothing in this section shall be construed to alter the requirements of subdivision (b) of
Section 1371.4. Notwithstanding Section 1371.4, the requirements of this division shall
be applicable to all health plans and other entities conducting utilization review or
utilization management.

CA Health and Safety Code sections 1367.01(h)(3) and (4)

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(3) Decisions to approve, modify, or deny requests by providers for authorization prior
to, or concurrent with, the provision of health care services to enrollees shall be
communicated to the requesting provider within 24 hours of the decision. Except for
concurrent review decisions pertaining to care that is underway, which shall be
communicated to the enrollee's treating provider within 24 hours, decisions resulting in
denial, delay, or modification of all or part of the requested health care service shall be

UTILIZATION MANAGEMENT September 15, 2014 Page 10
UM-004
Go to Table of Contents




Technical Assistance Guide (TAG)
UM-004

communicated to the enrollee in writing within two business days of the decision. In the
case of concurrent review, care shall not be discontinued until the enrollee's treating
provider has been notified of the plan's decision and a care plan has been agreed upon
by the treating provider that is appropriate for the medical needs of that patient.

(4) Communications regarding decisions to approve requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
specify the specific health care service approved. Responses regarding decisions to
deny, delay, or modify health care services requested by providers prior to,
retrospectively or concurrent with the provision of health care service to enrollees shall
be communicated to the enrollee in writing, and to providers initially by telephone or
facsimile, except with regard to decisions rendered retrospectively, and then in writing,
and shall include a clear and concise explanation of the reasons for the plan’s decision,
a description of the criteria or guidelines used, and the clinical reasons for the decisions
regarding medical necessity. Any written communication to a physician or other health
care provider of a denial, delay, or modification of a request shall include the name and
telephone number of the health care professional responsible for the denial, delay, or
modification. The telephone number provided shall be a direct number or an extension,
to allow the physician or health care provider easily to contact the professional
responsible for the denial, delay, or modification. Responses shall also include
information as to how the enrollee may file a grievance with the plan.

CA Health and Safety Code sections 1367.01(h)(1) and (5)

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(1) Decisions to approve, modify, or deny, based on medical necessity, requests by
providers prior to, or concurrent with the provision of health care services to enrollees
that do not meet the requirements for the 72-hour review required by paragraph (2),
shall be made in a timely fashion appropriate for the nature of the enrollee's condition,
not to exceed five business days from the plan's receipt of the information reasonably
necessary and requested by the plan to make the determination. In cases where the
review is retrospective, the decision shall be communicated to the individual who
received services, or to the individual's designee, within 30 days of the receipt of
information that is reasonably necessary to make this determination, and shall be
communicated to the provider in a manner that is consistent with current law. For
purposes of this section, retrospective reviews shall be for care rendered on or after
January 1, 2000.

(5) If the health care service plan cannot make a decision to approve, modify, or deny
the request for authorization within the timeframes specified in paragraph (1) or (2)
because the plan is not in receipt of all of the information reasonably necessary and
requested, or because the plan requires consultation by an expert reviewer, or because
the plan has asked that an additional examination or test be performed upon the
enrollee, provided the examination or test is reasonable and consistent with good
medical practice, the plan shall, immediately upon the expiration of the timeframe
specified in paragraph (1) or (2) or as soon as the plan becomes aware that it will not
meet the timeframe, whichever occurs first, notify the provider and the enrollee, in
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writing, that the plan cannot make a decision to approve, modify, or deny the request for
authorization within the required timeframe, and specify the information requested but
not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. The plan shall also notify the provider and enrollee of the anticipated
date on which a decision may be rendered. Upon receipt of all information reasonably
necessary and requested by the plan, the plan shall approve, modify, or deny the
request for authorization within the timeframes specified in paragraph (1) or (2),
whichever applies.

CA Health and Safety Code section 1374.30(i)

No later than January 1, 2001, every health care service plan shall prominently display
in every plan member handbook or relevant informational brochure, in every plan
contract, on enrollee evidence of coverage forms, on copies of plan procedures for
resolving grievances, on letters of denials issued by either the plan or its contracting
organization, on the grievance forms required under Section 1368, and on all written
responses to grievances, information concerning the right of an enrollee to request an
independent medical review in cases where the enrollee believes that health care
services have been improperly denied, modified, or delayed by the plan, or by one of its
contracting providers.

| INDIVIDUAL (S)/POSITION(S) TO BE INTERVIEWED

Staff responsible for the activities described above, for example:
e UM Director
e Dental Director and/or senior dentist responsible for UM decisions

 DOCUMENT(S) TO BE REVIEWED

e UM policies and procedures, including UM decision communication requirements

e Sample of denial files to be reviewed on site

e Sample of extension letters (when the Plan cannot make a decision within the
required timeframe)

| UM-004 - Key Element 1:

1. The Plan has established and implemented guidelines for UM-related
communications to providers and enrollees (including content, form, and
timeframes).

CA Health and Safety Code section 1363.5(b)(4); CA Health and Safety Code
section 1367.01(d); CA Health and Safety Code sections 1367.01(h)(3) and (4);
CA Health and Safety Code section 1374.30(i)
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Assessment Questions Yes | No | N/A

1.1 For retrospective UM decisions, does the Plan communicate
denials or modifications of health care services to providers in
writing?

1.2 Do communications regarding decisions to approve requests
by providers specify the specific health care service
approved?

1.3 Do the Plan’s denial letters provide a clear and concise
explanation of the reasons for the Plan’s decision to deny,
delay, or modify health care services?

1.4 Do the Plan’s denial letters specify a description of the criteria
or guidelines used for the Plan’s decision to deny, delay, or
modify health care services?

1.5 Do the Plan’s denial letters specify the clinical reasons for the
Plan’s decision to deny, delay, or modify health care services?

1.6 Do written communications to a dentist or other health care
provider of a denial, delay, or modification of a request include
the name of the health care professional responsible for the
denial, delay, or modification?

1.7 Do written communications to a dentist or other health care
provider of a denial, delay, or modification of a request include
the direct telephone number or an extension of the healthcare
professional responsible for the denial, delay, or modification
to allow the requesting dentist or health care provider to easily
contact them?

1.8 Do written communications to an enrollee of a denial, delay, or
modification of a request include information as to how he /
she may file a grievance to the Plan?

1.9 Do written communications to an enrollee of a denial, delay, or
modification of a request include information as to how he /
she may request an independent medical review in cases
where the enrollee believes that health care services have
been improperly denied, modified, or delayed by the Plan, or
by one of its contracting providers?

| UM-004 - Key Element 2:

2. The Plan has established and implemented guidelines for communicating to
the enrollee and Physician if a UM decision will not be made within 5 business
days.

CA Health and Safety Code sections 1367.01(h)(1) and (5)

Assessment Questions Yes | No | N/A

2.1 Does the Plan have guidelines for communicating with the
enrollee and provider if UM decisions do not meet the required
timeframes?
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Assessment Questions

Yes No

N/A

2.2 If the Plan is unable to make a UM decision within the required
timeframe, does the Plan notify the provider and enrollee of
the anticipated decision date?

End of Requirement UM-004: Communications Requirements for UM Decisions
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Requirement UM-005: Disclosure of UM Process to Authorize or Deny Services

| STATUTORY/REGULATORY CITATION(S) |

CA Health and Safety Code section 1363.5(a)

(a) A plan shall disclose or provide for the disclosure to the director and to network
providers the process the plan, its contracting provider groups, or any entity with which
the plan contracts for services that include utilization review or utilization management
functions, uses to authorize, modify, or deny health care services under the benefits
provided by the plan, including coverage for sub-acute care, transitional inpatient care,
or care provided in skilled nursing facilities. A plan shall also disclose those processes
to enrollees or persons designated by an enrollee, or to any other person or
organization, upon request. The disclosure to the director shall include the policies,
procedures, and the description of the process that are filed with the director pursuant to
subdivision (b) of Section 1367.01.

CA Health and Safety Code sections 1363.5(b)(4) and (5)

(b) The criteria or guidelines used by plans, or any entities with which plans contract for
services that include utilization review or utilization management functions, to determine
whether to authorize, modify, or deny health care services shall:

(4) If used as the basis of a decision to modify, delay, or deny services in a specified
case under review, be disclosed to the provider and the enrollee in that specified case.
(5) Be available to the public upon request. A plan shall only be required to disclose the
criteria or guidelines for the specific procedures or conditions requested. A plan may
charge reasonable fees to cover administrative expenses related to disclosing criteria or
guidelines pursuant to this paragraph, limited to copying and postage costs. The plan
may also make the criteria or guidelines available through electronic communication
means.

CA Health and Safety Code section 1363.5(c)

(c) The disclosure required by paragraph (5) of subdivision (b) shall be accompanied by
the following notice: "The materials provided to you are guidelines used by this plan to
authorize, modify, or deny care for persons with similar illnesses or conditions. Specific
care and treatment may vary depending on individual need and the benefits covered
under your contract.”

CA Health and Safety Code 1367.01(b)

(b) These policies and procedures, and a description of the process by which the plan
reviews and approves, modifies, delays, or denies requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
shall be disclosed by the plan to providers and enrollees upon request, and by the plan
to the public upon request.
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| INDIVIDUAL (S)/POSITION(S) TO BE INTERVIEWED

Staff responsible for the activities described above, for example:
e UM Director
e Dental Director or designee
e Member Services staff
e Participating dentist

 DOCUMENT(S) TO BE REVIEWED

e Policies and procedures for disclosure of UM processes and criteria to providers,
enrollees, and the public

e Policies and procedures for disclosure to the provider and enrollee of the specific
UM criteria used in all decisions based on medical necessity to modify, delay, or
deny care

e Review of disclosure documents including provider materials relating to
disclosure, disclosures to provider groups and UM vendors, enrollee materials
relating to disclosure, public materials relating to disclosure

e Template letter(s) with disclosure statement

e Review licensing filing of the Plan’s UM Program to confirm submission of
policies and procedures, and the description of the UM process.

| UM-005 - Key Element 1:

1. The Plan shall disclose to network providers, contractors and enrollees the
process the Plan uses to authorize, modify, or deny health care services under
the benefits provided by the Plan.

CA Health and Safety Code section 1363.5(a); CA Health and Safety Code
sections 1363.5(b)(4) and (5); CA Health and Safety Code section 1363.5(c)

Assessment Questions Yes | No | N/A

1.1 Do Plan policies and procedures provide for the disclosure of
the process the Plan uses to authorize, modify, or deny health
care services?

1.2 Does the Plan disclose the UM process information to network
providers?

1.3 Does the Plan demonstrate that it discloses UM processes to
enrollees or persons designated by an enrollee, or to any
other person or organization, upon request?

1.4 Does the Plan demonstrate that it discloses to the enrollee
and provider the UM criteria used as a basis to modify, deny,
or delay services in specified cases under review?

1.5 Are UM Criteria available to the public upon request, which
may include the availability through electronic communication
means?
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Assessment Questions

Yes

No

N/A

1.6 Is disclosure of UM criteria to the public accompanied by the
following notice: “The materials provided to you are guidelines
used by this Plan to authorize, modify, or deny care for
persons with similar illnesses or conditions. Specific care and
treatment may vary depending on individual need and the
benefits covered under your contract.”?

End of Requirement UM-005: Disclosure of UM Process to Authorize or Deny

Services
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Requirement UM-006: UM Processes as Part of the QA Program

‘ STATUTORY/REGULATORY CITATION(S)

CA Health and Safety Code sections 1367.01(e), (h), and (j)

(e) No individual, other than a licensed physician or a licensed health care professional
who is competent to evaluate the specific clinical issues involved in the health care
services requested by the provider, may deny, or modify requests for authorization of
health care services for an enrollee for reasons of medical necessity. The decision of
the physician or other health care professional shall be communicated to the provider
and the enrollee pursuant to subdivision (h).

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(1) Decisions to approve, modify, or deny, based on medical necessity, requests by
providers prior to, or concurrent with the provision of health care services to enrollees
that do not meet the requirements for the 72-hour review required by paragraph (2),
shall be made in a timely fashion appropriate for the nature of the enrollee's condition,
not to exceed five business days from the plan's receipt of the information reasonably
necessary and requested by the plan to make the determination. In cases where the
review is retrospective, the decision shall be communicated to the individual who
received services, or to the individual's designee, within 30 days of the receipt of
information that is reasonably necessary to make this determination, and shall be
communicated to the provider in a manner that is consistent with current law. For
purposes of this section, retrospective reviews shall be for care rendered on or after
January 1, 2000.

(2) When the enrollee's condition is such that the enrollee faces an imminent and
serious threat to his or her health including, but not limited to, the potential loss of life,
limb, or other major bodily function, or the normal timeframe for the decision-making
process, as described in paragraph (1), would be detrimental to the enrollee’s life or
health or could jeopardize the enrollee's ability to regain maximum function, decisions to
approve, modify, or deny requests by providers prior to, or concurrent with, the provision
of health care services to enrollees, shall be made in a timely fashion appropriate for the
nature of the enrollee’s condition, not to exceed 72 hours after the plan's receipt of the
information reasonably necessary and requested by the plan to make the determination.
Nothing in this section shall be construed to alter the requirements of subdivision (b) of
Section 1371.4. Notwithstanding Section 1371.4, the requirements of this division shall
be applicable to all health plans and other entities conducting utilization review or
utilization management.

(3) Decisions to approve, modify, or deny requests by providers for authorization prior
to, or concurrent with, the provision of health care services to enrollees shall be
communicated to the requesting provider within 24 hours of the decision. Except for
concurrent review decisions pertaining to care that is underway, which shall be
communicated to the enrollee's treating provider within 24 hours, decisions resulting in
denial, delay, or modification of all or part of the requested health care service shall be
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communicated to the enrollee in writing within two business days of the decision. In the
case of concurrent review, care shall not be discontinued until the enrollee's treating
provider has been notified of the plan's decision and a care plan has been agreed upon
by the treating provider that is appropriate for the medical needs of that patient.

(4) Communications regarding decisions to approve requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
specify the specific health care service approved. Responses regarding decisions to
deny, delay, or modify health care services requested by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
be communicated to the enrollee in writing, and to providers initially by telephone or
facsimile, except with regard to decisions rendered retrospectively, and then in writing,
and shall include a clear and concise explanation of the reasons for the plan's decision,
a description of the criteria or guidelines used, and the clinical reasons for the decisions
regarding medical necessity. Any written communication to a physician or other health
care provider of a denial, delay, or modification of a request shall include the name and
telephone number of the health care professional responsible for the denial, delay, or
modification. The telephone number provided shall be a direct number or an extension,
to allow the physician or health care provider easily to contact the professional
responsible for the denial, delay, or modification. Responses shall also include
information as to how the enrollee may file a grievance with the plan pursuant to Section
1368, and in the case of Medi-Cal enrollees, shall explain how to request an
administrative hearing and aid paid pending under Sections 51014.1 and 51014.2 of
Title 22 of the California Code of Regulations.

(5) If the health care service plan cannot make a decision to approve, modify, or deny
the request for authorization within the timeframes specified in paragraph (1) or (2)
because the plan is not in receipt of all of the information reasonably necessary and
requested, or because the plan requires consultation by an expert reviewer, or because
the plan has asked that an additional examination or test be performed upon the
enrollee, provided the examination or test is reasonable and consistent with good
medical practice, the plan shall, immediately upon the expiration of the timeframe
specified in paragraph (1) or (2) or as soon as the plan becomes aware that it will not
meet the timeframe, whichever occurs first, notify the provider and the enrollee, in
writing, that the plan cannot make a decision to approve, modify, or deny the request for
authorization within the required timeframe, and specify the information requested but
not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. The plan shall also notify the provider and enrollee of the anticipated
date on which a decision may be rendered. Upon receipt of all information reasonably
necessary and requested by the plan, the plan shall approve, modify, or deny the
request for authorization within the timeframes specified in paragraph (1) or (2),
whichever applies.

(6) If the director determines that a health care service plan has failed to meet any of
the timeframes in this section, or has failed to meet any other requirement of this
section, the director may assess, by order, administrative penalties for each failure. A
proceeding for the issuance of an order assessing administrative penalties shall be
subject to appropriate notice to, and an opportunity for a hearing with regard to, the
person affected, in accordance with subdivision (a) of Section 1397. The administrative
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penalties shall not be deemed an exclusive remedy for the director. These penalties
shall be paid to the State Managed Care Fund.

()) A health care service plan subject to this section that reviews requests by providers
prior to, retrospectively, or concurrent with, the provision of health care services to
enrollees shall establish, as part of the quality assurance program required by Section
1370, a process by which the plan’s compliance with this section is assessed and
evaluated. The process shall include provisions for evaluation of complaints,
assessment of trends, implementation of actions to correct identified problems,
mechanisms to communicate actions and results to the appropriate health plan
employees and contracting providers, and provisions for evaluation of any corrective
action plan and measurements of performance.

28 CCR 1300.70(a)(1)

(a) Intent and Regulatory Purpose.

(1) The QA program must be directed by providers and must document that the
quality of care provided is being reviewed, that problems are being identified, that
effective action is taken to improve care where deficiencies are identified, and that
follow-up is planned where indicated.

28 CCR 1300.70(b)(2)(G)(5)

(b) Quality Assurance Program Structure and Requirements.

(2) Program Requirements.

In order to meet these obligations each plan's QA program shall meet all of the following
requirements:

(G) Medical groups or other provider entities may have active quality assurance
programs which the plan may use. In all instances, however, the plan must retain
responsibility for reviewing the overall quality of care delivered to plan enrollees.

(5) Ensure that for each provider the quality assurance/utilization review mechanism will
encompass provider referral and specialist care patterns of practice, including an
assessment of timely access to specialists, ancillary support services, and appropriate
preventive health services based on reasonable standards established by the plan
and/or delegated providers.

INDIVIDUAL(S)/POSITION(S) TO BE INTERVIEWED

Staff responsible for the activities described above, for example
e UM Director
e QM Director
e Dental Director

DOCUMENT(S) TO BE REVIEWED

e Policies and procedures for UM
e UM or QM Annual Work Plan
e UM or QM Committee minutes
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Trending reports
Activity summaries
Audit Reports

Enrollee & Provider Satisfaction Surveys (UM-related questions and results)

Corrective action plans

Enrollee and Provider satisfaction survey questions related to UM

Enrollee and Provider satisfaction survey results, last two years, if applicable

| UM-006 - Key Element 1:

1. The Plan has established and implemented a QA process to assess and
evaluate their compliance with UM requirements.
CA Health and Safety Code sections 1367.01(e), (h), and (j)

Assessment Questions

Yes

No

N/A

1.1 Does the Plan have a process in place to evaluate complaints

and assess trends to identify potential quality issues in the UM
process and regularly report this information to appropriate
bodies?

1.2

Does the Plan have a process in place to monitor and assess
compliance with timeliness of decision-making, timeliness of
notification, and turnaround times for UM functions?

1.3

Has the Plan established and implemented policies and
procedures to monitor and assess compliance with the use of
appropriate licensed health care providers in making denial
decisions and the appropriate use and application of criteria in
making medical necessity decisions?

1.4

Has the Plan established and implemented policies and
procedures to audit denial letters ensuring the required
information is included, and communicated to the appropriate
user, providers and/or enrollees?

15

Does the Plan systematically and routinely analyze its
evaluation of the UM process to identify any potential quality
issues in the UM process?

1.6

Does the Plan develop, communicate, and implement
corrective action plans when potential quality issues are
identified in the UM process?

1.7

Does the Plan evaluate the effectiveness of any corrective
action plan (using performance measures, for example) and
make further recommendations to improve the UM process?

1.8

Does the Plan systemically and routinely analyze UM data to
monitor for potential over- and under-utilization?

UTILIZATION MANAGEMENT September 15, 2014
UM-006
Go to Table of Contents

Page 21




Technical Assistance Guide (TAG)
UM-006

| UM-006 - Key Element 2:

2. The scope of quality assurance monitoring includes assessment and
evaluation of provider referral and specialist care patterns of practice.

28 CCR 1300.70(a)(1); 28 CCR 1300.70(b)(2)(G)(5)

Assessment Questions

Yes

No

N/A

2.1

Does the Plan’s quality assurance/utilization review
mechanism encompass provider referral and specialist care
patterns of practice, including an assessment of timely access
to specialists and appropriate preventive health services
based on reasonable standards established by the Plan and/or
delegated providers?

2.2

Does the Plan have a process in place to routinely monitor
and assess access to specialist care and appropriate
preventive health services?

2.3

Does the Plan analyze its evaluation of access to specialist
care and appropriate preventive health services?

2.4

Does the Plan have a process to routinely monitor and assess
access to specialist care and appropriate preventive health
services for any delegated providers?

2.5

Does the Plan identify, communicate, and implement
corrective actions when potential access issues are identified
in the UM process?

2.6

Does the Plan evaluate the effectiveness of any corrective
actions (using performance measures, for example) and make
further recommendations to improve potential access issues?

End of Requirement UM-006: UM Processes as Part of the QA Program
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Requirement UM-007: UM Delegation Oversight

‘ STATUTORY/REGULATORY CITATION(S)

CA Health and Safety Code sections 1363.5(a)

(a) A plan shall disclose or provide for the disclosure to the director and to network
providers the process the plan, its contracting provider groups, or any entity with which
the plan contracts for services that include utilization review or utilization management
functions, uses to authorize, modify, or deny health care services under the benefits
provided by the plan, including coverage for sub-acute care, transitional inpatient care,
or care provided in skilled nursing facilities. A plan shall also disclose those processes
to enrollees or persons designated by an enrollee, or to any other person or
organization, upon request. The disclosure to the director shall include the policies,
procedures, and the description of the process that are filed with the director pursuant to
subdivision (b) of Section 1367.01.

CA Health and Safety Code section 1363.5(b)

(b) The criteria or guidelines used by plans, or any entities with which plans contract for
services that include utilization review or utilization management functions, to determine
whether to authorize, modify, or deny health care services shall:

(1) Be developed with involvement from actively practicing health care providers.

(2) Be consistent with sound clinical principles and processes.

(3) Be evaluated, and updated if necessary, at least annually.

(4) If used as the basis of a decision to modify, delay, or deny services in a specified
case under review, be disclosed to the provider and the enrollee in that specified case.
(5) Be available to the public upon request. A plan shall only be required to disclose the
criteria or guidelines for the specific procedures or conditions requested. A plan may
charge reasonable fees to cover administrative expenses related to disclosing criteria or
guidelines pursuant to this paragraph, limited to copying and postage costs. The plan
may also make the criteria or guidelines available through electronic communication
means.

CA Health and Safety Code sections 1367.01(a) and (b)

(a) A health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively or concurrent with the provision of health care services to enrollees, or
that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.

(b) A health care service plan that is subject to this section shall have written policies
and procedures establishing the process by which the plan prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers of health care
services for plan enrollees. These policies and procedures shall ensure that decisions
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based on the medical necessity of proposed health care services are consistent with
criteria or guidelines that are supported by clinical principles and processes. These
criteria and guidelines shall be developed pursuant to Section 1363.5. These policies
and procedures, and a description of the process by which the plan reviews and
approves, modifies, delays, or denies requests by providers prior to, retrospectively, or
concurrent with the provision of health care services to enrollees, shall be filed with the
director for review and approval, and shall be disclosed by the plan to providers and
enrollees upon request, and by the plan to the public upon request.

CA Health and Safety Code sections 1367.01(a) through (c)

(a) A health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively or concurrent with the provision of health care services to enrollees, or
that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.

(b) A health care service plan that is subject to this section shall have written policies
and procedures establishing the process by which the plan prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers of health care
services for plan enrollees. These policies and procedures shall ensure that decisions
based on the medical necessity of proposed health care services are consistent with
criteria or guidelines that are supported by clinical principles and processes. These
criteria and guidelines shall be developed pursuant to Section 1363.5. These policies
and procedures, and a description of the process by which the plan reviews and
approves, modifies, delays, or denies requests by providers prior to, retrospectively, or
concurrent with the provision of health care services to enrollees, shall be filed with the
director for review and approval, and shall be disclosed by the plan to providers and
enrollees upon request, and by the plan to the public upon request.

(c) A health care service plan subject to this section shall employ or designate a medical
director who holds an unrestricted license to practice medicine in this state issued
pursuant to Section 2050 of the Business and Professions Code or pursuant to the
Osteopathic Act, or, if the plan is a specialized health care service plan, a clinical
director with California licensure in a clinical area appropriate to the type of care
provided by the specialized health care service plan. The medical director or clinical
director shall ensure that the process by which the plan reviews and approves, modifies,
or denies, based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
complies with the requirements of this section.

CA Health and Safety Code sections 1367.01(a), (b), and (f)

(a) A health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees, or
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that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.

(b) A health care service plan that is subject to this section shall have written policies
and procedures establishing the process by which the plan prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers of health care
services for plan enrollees. These policies and procedures shall ensure that decisions
based on the medical necessity of proposed health care services are consistent with
criteria or guidelines that are supported by clinical principles and processes. These
criteria and guidelines shall be developed pursuant to Section 1363.5. These policies
and procedures, and a description of the process by which the plan reviews and
approves, modifies, delays, or denies requests by providers prior to, retrospectively, or
concurrent with the provision of health care services to enrollees, shall be filed with the
director for review and approval, and shall be disclosed by the plan to providers and
enrollees upon request, and by the plan to the public upon request.

(f) The criteria or guidelines used by the health care service plan to determine whether
to approve, modify, or deny requests by providers prior to, retrospectively, or concurrent
with, the provision of health care services to enrollees shall be consistent with clinical
principles and processes. These criteria and guidelines shall be developed pursuant to
the requirements of Section 1363.5.

CA Health and Safety Code sections 1367.01(a), (e), (h), and (j)

(a) A health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees, or
that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.

(e) No individual, other than a licensed physician or a licensed health care professional
who is competent to evaluate the specific clinical issues involved in the health care
services requested by the provider, may deny or modify requests for authorization of
health care services for an enrollee for reasons of medical necessity. The decision of
the physician or other health care professional shall be communicated to the provider
and the enrollee pursuant to subdivision (h).

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(1) Decisions to approve, modify, or deny, based on medical necessity, requests by
providers prior to, or concurrent with the provision of health care services to enrollees
that do not meet the requirements for the time period for review required by paragraph
(2), shall be made in a timely fashion appropriate for the nature of the enrollee’s
condition, not to exceed five business days from the plan’s receipt of the information
reasonably necessary and requested by the plan to make the determination. In cases
where the review is retrospective, the decision shall be communicated to the individual
who received services, or to the individual's designee, within 30 days of the receipt of
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information that is reasonably necessary to make this determination, and shall be
communicated to the provider in a manner that is consistent with current law. For
purposes of this section, retrospective reviews shall be for care rendered on or after
January 1, 2000.

(2) When the enrollee’s condition is such that the enrollee faces an imminent and
serious threat to his or her health, including, but not limited to, the potential loss of life,
limb, or other major bodily function, or the normal timeframe for the decision making
process, as described in paragraph (1), would be detrimental to the enrollee’s life or
health or could jeopardize the enrollee’s ability to regain maximum function, decisions to
approve, modify, or deny requests by providers prior to, or concurrent with, the provision
of health care services to enrollees, shall be made in a timely fashion appropriate for the
nature of the enrollee’s condition, not to exceed 72 hours or, if shorter, the period of
time required under Section 2719 of the federal Public Health Service Act (42 U.S.C.
Sec. 300gg-19) and any subsequent rules or regulations issued thereunder, after the
plan’s receipt of the information reasonably necessary and requested by the plan to
make the determination. Nothing in this section shall be construed to alter the
requirements of subdivision (b) of Section 1371.4. Notwithstanding Section 1371.4, the
requirements of this division shall be applicable to all health plans and other entities
conducting utilization review or utilization management.

(3) Decisions to approve, modify, or deny requests by providers for authorization prior
to, or concurrent with, the provision of health care services to enrollees shall be
communicated to the requesting provider within 24 hours of the decision. Except for
concurrent review decisions pertaining to care that is underway, which shall be
communicated to the enrollee’s treating provider within 24 hours, decisions resulting in
denial, delay, or modification of all or part of the requested health care service shall be
communicated to the enrollee in writing within two business days of the decision. In the
case of concurrent review, care shall not be discontinued until the enrollee’s treating
provider has been notified of the plan’s decision and a care plan has been agreed upon
by the treating provider that is appropriate for the medical needs of that patient.

(4) Communications regarding decisions to approve requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
specify the specific health care service approved.

Responses regarding decisions to deny, delay, or modify health care services
requested by providers prior to, retrospectively, or concurrent with the provision of
health care services to enrollees shall be communicated to the enrollee in writing, and
to providers initially by telephone or facsimile, except with regard to decisions rendered
retrospectively, and then in writing, and shall include a clear and concise explanation of
the reasons for the plan’s decision, a description of the criteria or guidelines used, and
the clinical reasons for the decisions regarding medical necessity.

Any written communication to a physician or other health care provider of a denial,
delay, or modification of a request shall include the name and telephone number of the
health care professional responsible for the denial, delay, or modification.

The telephone number provided shall be a direct number or an extension, to allow the
physician or health care provider easily to contact the professional responsible for the
denial, delay, or modification. Responses shall also include information as to how the
enrollee may file a grievance with the plan pursuant to Section 1368, and in the case of
Medi-Cal enrollees, shall explain how to request an administrative hearing and aid paid
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pending under Sections 51014.1 and 51014.2 of Title 22 of the California Code of
Regulations.

(5) If the health care service plan cannot make a decision to approve, modify, or deny
the request for authorization within the timeframes specified in paragraph (1) or (2)
because the plan is not in receipt of all of the information reasonably necessary and
requested, or because the plan requires consultation by an expert reviewer, or because
the plan has asked that an additional examination or test be performed upon the
enrollee, provided the examination or test is reasonable and consistent with good
medical practice, the plan shall, immediately upon the expiration of the timeframe
specified in paragraph (1) or (2) or as soon as the plan becomes aware that it will not
meet the timeframe, whichever occurs first, notify the provider and the enrollee, in
writing, that the plan cannot make a decision to approve, modify, or deny the request for
authorization within the required timeframe, and specify the information requested but
not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. The plan shall also notify the provider and enrollee of the anticipated
date on which a decision may be rendered. Upon receipt of all information reasonably
necessary and requested by the plan, the plan shall approve, modify, or deny the
request for authorization within the timeframes specified in paragraph (1) or (2),
whichever applies.

(6) If the director determines that a health care service plan has failed to meet any of
the timeframes in this section, or has failed to meet any other requirement of this
section, the director may assess, by order, administrative penalties for each failure. A
proceeding for the issuance of an order assessing administrative penalties shall be
subject to appropriate notice to, and an opportunity for a hearing with regard to, the
person affected, in accordance with subdivision (a) of Section 1397. The administrative
penalties shall not be deemed an exclusive remedy for the director. These penalties
shall be paid to the Managed Care Administrative Fines and Penalties Fund and shall
be used for the purposes specified in Section 1341.45.

() A health care service plan subject to this section that reviews requests by providers
prior to, retrospectively, or concurrent with, the provision of health care services to
enrollees shall establish, as part of the quality assurance program required by Section
1370, a process by which the plan’s compliance with this section is assessed and
evaluated. The process shall include provisions for evaluation of complaints,
assessment of trends, implementation of actions to correct identified problems,
mechanisms to communicate actions and results to the appropriate health plan
employees and contracting providers, and provisions for evaluation of any corrective
action plan and measurements of performance.

CA Health and Safety Code sections 1367.01(a) and (h)

(a) A health care service plan and any entity with which it contracts for services that
include utilization review or utilization management functions, that prospectively,
retrospectively, or concurrently reviews and approves, modifies, delays, or denies,
based in whole or in part on medical necessity, requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees, or
that delegates these functions to medical groups or independent practice associations
or to other contracting providers, shall comply with this section.
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(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(1) Decisions to approve, modify, or deny, based on medical necessity, requests by
providers prior to, or concurrent with the provision of health care services to enrollees
that do not meet the requirements for the time period for review required by paragraph
(2), shall be made in a timely fashion appropriate for the nature of the enrollee’s
condition, not to exceed five business days from the plan’s receipt of the information
reasonably necessary and requested by the plan to make the determination. In cases
where the review is retrospective, the decision shall be communicated to the individual
who received services, or to the individual's designee, within 30 days of the receipt of
information that is reasonably necessary to make this determination, and shall be
communicated to the provider in a manner that is consistent with current law. For
purposes of this section, retrospective reviews shall be for care rendered on or after
January 1, 2000.

(2) When the enrollee’s condition is such that the enrollee faces an imminent and
serious threat to his or her health, including, but not limited to, the potential loss of life,
limb, or other major bodily function, or the normal timeframe for the decision making
process, as described in paragraph (1), would be detrimental to the enrollee’s life or
health or could jeopardize the enrollee’s ability to regain maximum function, decisions to
approve, modify, or deny requests by providers prior to, or concurrent with, the provision
of health care services to enrollees, shall be made in a timely fashion appropriate for the
nature of the enrollee’s condition, not to exceed 72 hours or, if shorter, the period of
time required under Section 2719 of the federal Public Health Service Act (42 U.S.C.
Sec. 300gg-19) and any subsequent rules or regulations issued thereunder, after the
plan’s receipt of the information reasonably necessary and requested by the plan to
make the determination. Nothing in this section shall be construed to alter the
requirements of subdivision (b) of Section 1371.4. Notwithstanding Section 1371.4, the
requirements of this division shall be applicable to all health plans and other entities
conducting utilization review or utilization management.

(3) Decisions to approve, modify, or deny requests by providers for authorization prior
to, or concurrent with, the provision of health care services to enrollees shall be
communicated to the requesting provider within 24 hours of the decision. Except for
concurrent review decisions pertaining to care that is underway, which shall be
communicated to the enrollee’s treating provider within 24 hours, decisions resulting in
denial, delay, or modification of all or part of the requested health care service shall be
communicated to the enrollee in writing within two business days of the decision. In the
case of concurrent review, care shall not be discontinued until the enrollee’s treating
provider has been notified of the plan’s decision and a care plan has been agreed upon
by the treating provider that is appropriate for the medical needs of that patient.

(4) Communications regarding decisions to approve requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
specify the specific health care service approved.

Responses regarding decisions to deny, delay, or modify health care services
requested by providers prior to, retrospectively, or concurrent with the provision of
health care services to enrollees shall be communicated to the enrollee in writing, and
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to providers initially by telephone or facsimile, except with regard to decisions rendered
retrospectively, and then in writing, and shall include a clear and concise explanation of
the reasons for the plan’s decision, a description of the criteria or guidelines used, and
the clinical reasons for the decisions regarding medical necessity.

Any written communication to a physician or other health care provider of a denial,
delay, or modification of a request shall include the name and telephone number of the
health care professional responsible for the denial, delay, or modification.

The telephone number provided shall be a direct number or an extension, to allow the
physician or health care provider easily to contact the professional responsible for the
denial, delay, or modification. Responses shall also include information as to how the
enrollee may file a grievance with the plan pursuant to Section 1368, and in the case of
Medi-Cal enrollees, shall explain how to request an administrative hearing and aid paid
pending under Sections 51014.1 and 51014.2 of Title 22 of the California Code of
Regulations.

(5) If the health care service plan cannot make a decision to approve, modify, or deny
the request for authorization within the timeframes specified in paragraph (1) or (2)
because the plan is not in receipt of all of the information reasonably necessary and
requested, or because the plan requires consultation by an expert reviewer, or because
the plan has asked that an additional examination or test be performed upon the
enrollee, provided the examination or test is reasonable and consistent with good
medical practice, the plan shall, immediately upon the expiration of the timeframe
specified in paragraph (1) or (2) or as soon as the plan becomes aware that it will not
meet the timeframe, whichever occurs first, notify the provider and the enrollee, in
writing, that the plan cannot make a decision to approve, modify, or deny the request for
authorization within the required timeframe, and specify the information requested but
not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. The plan shall also notify the provider and enrollee of the anticipated
date on which a decision may be rendered. Upon receipt of all information reasonably
necessary and requested by the plan, the plan shall approve, modify, or deny the
request for authorization within the timeframes specified in paragraph (1) or (2),
whichever applies.

(6) If the director determines that a health care service plan has failed to meet any of
the timeframes in this section, or has failed to meet any other requirement of this
section, the director may assess, by order, administrative penalties for each failure. A
proceeding for the issuance of an order assessing administrative penalties shall be
subject to appropriate notice to, and an opportunity for a hearing with regard to, the
person affected, in accordance with subdivision (a) of Section 1397. The administrative
penalties shall not be deemed an exclusive remedy for the director. These penalties
shall be paid to the Managed Care Administrative Fines and Penalties Fund and shall
be used for the purposes specified in Section 1341.45.

CA Health and Safety Code sections 1367.01(e), (h), and (i)

(e) No individual, other than a licensed physician or a licensed health care professional
who is competent to evaluate the specific clinical issues involved in the health care
services requested by the provider, may deny or modify requests for authorization of
health care services for an enrollee for reasons of medical necessity. The decision of

UTILIZATION MANAGEMENT September 15, 2014 Page 29
UM-007
Go to Table of Contents




Technical Assistance Guide (TAG)
UM-007

the physician or other health care professional shall be communicated to the provider
and the enrollee pursuant to subdivision (h).

(h) In determining whether to approve, modify, or deny requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees,
based in whole or in part on medical necessity, a health care service plan subject to this
section shall meet the following requirements:

(1) Decisions to approve, modify, or deny, based on medical necessity, requests by
providers prior to, or concurrent with the provision of health care services to enrollees
that do not meet the requirements for the time period for review required by paragraph
(2), shall be made in a timely fashion appropriate for the nature of the enrollee’s
condition, not to exceed five business days from the plan’s receipt of the information
reasonably necessary and requested by the plan to make the determination. In cases
where the review is retrospective, the decision shall be communicated to the individual
who received services, or to the individual's designee, within 30 days of the receipt of
information that is reasonably necessary to make this determination, and shall be
communicated to the provider in a manner that is consistent with current law. For
purposes of this section, retrospective reviews shall be for care rendered on or after
January 1, 2000.

(2) When the enrollee’s condition is such that the enrollee faces an imminent and
serious threat to his or her health, including, but not limited to, the potential loss of life,
limb, or other major bodily function, or the normal timeframe for the decision making
process, as described in paragraph (1), would be detrimental to the enrollee’s life or
health or could jeopardize the enrollee’s ability to regain maximum function, decisions to
approve, modify, or deny requests by providers prior to, or concurrent with, the provision
of health care services to enrollees, shall be made in a timely fashion appropriate for the
nature of the enrollee’s condition, not to exceed 72 hours or, if shorter, the period of
time required under Section 2719 of the federal Public Health Service Act (42 U.S.C.
Sec. 300gg-19) and any subsequent rules or regulations issued thereunder, after the
plan’s receipt of the information reasonably necessary and requested by the plan to
make the determination. Nothing in this section shall be construed to alter the
requirements of subdivision (b) of Section 1371.4. Notwithstanding Section 1371.4, the
requirements of this division shall be applicable to all health plans and other entities
conducting utilization review or utilization management.

(3) Decisions to approve, modify, or deny requests by providers for authorization prior
to, or concurrent with, the provision of health care services to enrollees shall be
communicated to the requesting provider within 24 hours of the decision. Except for
concurrent review decisions pertaining to care that is underway, which shall be
communicated to the enrollee’s treating provider within 24 hours, decisions resulting in
denial, delay, or modification of all or part of the requested health care service shall be
communicated to the enrollee in writing within two business days of the decision. In the
case of concurrent review, care shall not be discontinued until the enrollee’s treating
provider has been notified of the plan’s decision and a care plan has been agreed upon
by the treating provider that is appropriate for the medical needs of that patient.

(4) Communications regarding decisions to approve requests by providers prior to,
retrospectively, or concurrent with the provision of health care services to enrollees shall
specify the specific health care service approved.
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Responses regarding decisions to deny, delay, or modify health care services
requested by providers prior to, retrospectively, or concurrent with the provision of
health care services to enrollees shall be communicated to the enrollee in writing, and
to providers initially by telephone or facsimile, except with regard to decisions rendered
retrospectively, and then in writing, and shall include a clear and concise explanation of
the reasons for the plan’s decision, a description of the criteria or guidelines used, and
the clinical reasons for the decisions regarding medical necessity.

Any written communication to a physician or other health care provider of a denial,
delay, or modification of a request shall include the name and telephone number of the
health care professional responsible for the denial, delay, or modification.

The telephone number provided shall be a direct number or an extension, to allow the
physician or health care provider easily to contact the professional responsible for the
denial, delay, or modification. Responses shall also include information as to how the
enrollee may file a grievance with the plan pursuant to Section 1368, and in the case of
Medi-Cal enrollees, shall explain how to request an administrative hearing and aid paid
pending under Sections 51014.1 and 51014.2 of Title 22 of the California Code of
Regulations.

(5) If the health care service plan cannot make a decision to approve, modify, or deny
the request for authorization within the timeframes specified in paragraph (1) or (2)
because the plan is not in receipt of all of the information reasonably necessary and
requested, or because the plan requires consultation by an expert reviewer, or because
the plan has asked that an additional examination or test be performed upon the
enrollee, provided the examination or test is reasonable and consistent with good
medical practice, the plan shall, immediately upon the expiration of the timeframe
specified in paragraph (1) or (2) or as soon as the plan becomes aware that it will not
meet the timeframe, whichever occurs first, notify the provider and the enrollee, in
writing, that the plan cannot make a decision to approve, modify, or deny the request for
authorization within the required timeframe, and specify the information requested but
not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. The plan shall also notify the provider and enrollee of the anticipated
date on which a decision may be rendered. Upon receipt of all information reasonably
necessary and requested by the plan, the plan shall approve, modify, or deny the
request for authorization within the timeframes specified in paragraph (1) or (2),
whichever applies.

(6) If the director determines that a health care service plan has failed to meet any of
the timeframes in this section, or has failed to meet any other requirement of this
section, the director may assess, by order, administrative penalties for each failure. A
proceeding for the issuance of an order assessing administrative penalties shall be
subject to appropriate notice to, and an opportunity for a hearing with regard to, the
person affected, in accordance with subdivision (a) of Section 1397. The administrative
penalties shall not be deemed an exclusive remedy for the director. These penalties
shall be paid to the Managed Care Administrative Fines and Penalties Fund and shall
be used for the purposes specified in Section 1341.45.

(i) A health care service plan subject to this section shall maintain telephone access for
providers to request authorization for health care services.
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CA Health and Safety Code sections 1371.4(a) through (d)

(a) A health care service plan, or its contracting medical providers, shall provide 24-hour
access for enrollees and providers to obtain timely authorization for medically necessary
care, for circumstances where the enrollee has received emergency services and care
is stabilized, but the treating provider believes that the enrollee may not be discharged
safely. A physician and surgeon shall be available for consultation and for resolving
disputed requests for authorizations. A health care service plan that does not require
prior authorization as a prerequisite for payment for necessary medical care following
stabilization of an emergency medical condition or active labor need not satisfy the
requirements of this subdivision.

(b) A health care service plan shall reimburse providers for emergency services and
care provided to its enrollees, until the care results in stabilization of the enrollee, except
as provided in subdivision (c). As long as federal or state law requires that emergency
services and care be provided without first questioning the patient's ability to pay, a
health care service plan shall not require a provider to obtain authorization prior to the
provision of emergency services and care necessary to stabilize the enrollee's
emergency medical condition.

(c) Payment for emergency services and care may be denied only if the health care
service plan reasonably determines that the emergency services and care were never
performed; provided that a health care service plan may deny reimbursement to a
provider for a medical screening examination in cases when the plan enrollee did not
require emergency services and care and the enrollee reasonably should have known
that an emergency did not exist. A health care service plan may require prior
authorization as a prerequisite for payment for necessary medical care following
stabilization of an emergency medical condition.

(d) If there is a disagreement between the health care service plan and the provider
regarding the need for necessary medical care, following stabilization of the enrollee,
the plan shall assume responsibility for the care of the patient either by having medical
personnel contracting with the plan personally take over the care of the patient within a
reasonable amount of time after the disagreement, or by having another general acute
care hospital under contract with the plan agree to accept the transfer of the patient as
provided in Section 1317.2, Section 1317.2a, or other pertinent statute. However, this
requirement shall not apply to necessary medical care provided in hospitals outside the
service area of the health care service plan. If the health care service plan fails to
satisfy the requirements of this subdivision, further necessary care shall be deemed to
have been authorized by the plan. Payment for this care may not be denied.

28 CCR 1300.67.2(c)

Within each service area of a plan, basic health care services and specialized health
care services shall be readily available and accessible to each of the plan's enrollees;
(c) Emergency health care services shall be available and accessible within the service
area twenty-four hours a day, seven days a week;
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28 CCR 1300.70(b)(2)(G)(5)

(b) Quality Assurance Program Structure and Requirements.

(2) Program Requirements.

In order to meet these obligations each plan's QA program shall meet all of the following
requirements:

(G) Medical groups or other provider entities may have active quality assurance
programs which the plan may use. In all instances, however, the plan must retain
responsibility for reviewing the overall quality of care delivered to plan enrollees.

(5) Ensure that for each provider the quality assurance/utilization review mechanism will
encompass provider referral and specialist care patterns of practice, including an
assessment of timely access to specialists, ancillary support services, and appropriate
preventive health services based on reasonable standards established by the plan
and/or delegated providers.

[ INDIVIDUAL(S)/POSITION(S) TO BE INTERVIEWED

Staff responsible for the activities described above, for example:
Dental Director

UM or QM Director

Director of Governmental Compliance

Director of delegated entities (or equivalent), if necessary

| DOCUMENT(S) TO BE REVIEWED |

e Plan to Plan contract or Delegation Agreement

e Materials provided by the Plan to the delegate to delineate responsibilities and
monitoring activities

e Delegated entity UM Program description, policies and procedures, and criteria,

as applicable

Plan audit tool and sample audits of delegated entities

Delegate UM reports

Minutes of meetings where Plan presents audit findings for delegated entity audit

Corrective action plans submitted and reviewed as necessary

Provider service agreement and amendments addenda as applicable

| UM-007 - Key Element 1: \
1. Delegation Oversight: The Plan has policies and procedures for monitoring its
delegated entities including methodology and frequency of oversight. The
Plan conducts regular oversight of the UM Program for each of its delegated
entities for compliance with its established UM standards.
CA Health and Safety Code sections 1367.01(a) and (b)
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Assessment Questions

Yes

No

N/A

11

Does the Plan have policies and procedures for monitoring its
delegated entities including methodology and frequency of
oversight?

1.2

Does the Plan conduct regular oversight of the UM Program
for each of its delegated entities for compliance with its
established UM standards?

| UM-007 - Key Element 2:

2. UM Program: Each delegate has a written description of the UM Program that

includes structure, scope, criteria, processes, and policies (as outlined in UM-
001) and has a designated Dental Director who is responsible for UM Program
oversight and holds an unrestricted license to practice medicine in California.

CA Health and Safety Code sections 1367.01(a), (b), and (c)

Assessment Questions

Yes

No

N/A

2.1

Does the Plan ensure that each delegate has a written
description of the UM Program that includes structure, scope,
criteria, processes, and policies and is consistent with the
Plan’s UM Program?

2.2

Is there a Delegation Agreement between the Plan and the

entity to which the Plan has delegated management (of UM,

QM, GA, LAP, etc. benefits, etc.) that includes, but is not

limited to,

1) A statement/description of services to be performed on the
Plan’s behalf?

2) Delineation of administrative responsibilities between the

Plan and the delegate?

2.3

Is there a delegation agreement between the Plan and the
entity to which the Plan has delegated management (of UM,
QM, benefits, etc.) that includes, but is not limited to, a
description of the delegated services and activities?

2.4

Does the Plan ensure that each delegate has a designated
Dental Director who holds an unrestricted license to practice
medicine in California?

2.5

Does the Dental Director’s position description include
substantial responsibility for providing clinical direction and
oversight of the UM Program?
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| UM-007 - Key Element 3:

3. UM Decision-Making and Timeframes: Each delegate has established and

implemented policies and procedures regarding approval, modification, delay,
or denial of services as well as the timeliness of those decisions (within the

requirements outlined in UM-002).
CA Health and Safety Code sections 1367.01(e), (h), and (i)

Assessment Questions

Yes

No

N/A

3.1

Does the Plan ensure that the delegate has a clearly stated
policy that denials of coverage for reasons of dental necessity
are made by a qualified licensed dentist or health care
professional as outlined in UM-0027?

3.2

Does the Plan ensure that the delegate provides telephone
access for providers to request authorization for health care
services?

3.3

Does the Plan ensure that the delegate’s timeframes for UM
decisions are within the requirements as outlined in UM-0027?

3.4

Does the Plan ensure that the delegate ensures timely
responses to provider requests for authorization?

| UM-007 - Key Element 4:

4. UM Criteria: There is evidence that the delegate/s have developed written UM

criteria/guidelines consistent with acceptable standards and perform/s an

annual evaluation of the UM program, which is reviewed by the appropriate

committee/s and updated as necessary (consistent with the requirements

outlined in UM-003).

CA Health and Safety Code section 1363.5(b); CA Health and Safety Code

sections 1367.01(a), (b) and (f)

Assessment Questions

Yes

No

N/A

4.1

Does the Plan ensure that the delegate's written criteria or
clinical guidelines for UM decisions meet the requirements
outlined in UM-003?

4.2

Does the Plan ensure that the delegate/s perform/s an annual
evaluation and update of the UM Program, which is then
reviewed by the appropriate committee/s?

4.3

Does the Plan ensure that the delegate has written criteria or
clinical guidelines for UM decisions that are clearly
documented for each UM function along with the procedures
for use/application of the criteria in making medical necessity
determinations?
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| UM-007 - Key Element 5:

5. Communication Reguirements for UM Decisions: Each delegate has
established and implemented guidelines for UM-related communications to
providers and enrollees (including content, form, and timeframes) consistent
with UM-004.

CA Health and Safety Code sections 1367.01(a) and (h)

Assessment Questions Yes | No | N/A

5.1 Does the Plan ensure that the delegate’s written notification
for denials includes the name and direct contact number for
the professional responsible for a denial, delay, or modification
of an authorization as outlined in UM-0057?

5.2 Does the Plan ensure that the delegate’s written notification
for denials includes a clear explanation of the reasons for the
delegate’s decision, a description of the criteria used, and
clinical reasons for the decision regarding medical necessity?

5.3 Does the Plan ensure that the delegate’s written notification
for denials includes grievance and IMR information?

| UM-007 - Key Element 6:

6. Disclosure of UM Authorization Processes: Each delegate discloses to
providers, contractors, enrollees and the public the UM processes and
guidelines used to authorize, modify, or deny health care services under the
benefits provided by the Plan (consistent with the requirements outlined in
UM-005).

CA Health and Safety Code section 1363.5(b) CA Health and Safety Code
sections 1367.01(a) and (b)

Assessment Questions Yes | No | N/A

6.1 Does the Plan ensure that the delegate's written criteria or
clinical guidelines for UM decisions meet the requirements
outlined in UM-003?

6.2 Does the Plan ensure that the delegate discloses, or provides
for the disclosure to its providers, enrollees, and the public,
information on criteria and UM processes as outlined in UM-
003?

| UM-007 - Key Element 7: \
7. UM Processes as Part of the QA Program: Each delegate assesses the quality
of their UM Program and processes and takes appropriate action when
problems are identified (consistent with requirements outlined in UM-006).
CA Health and Safety Code sections 1367.01(a), (e), (h), and (j); 28 CCR
1300.70(b)(2)(G)(5)
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Assessment Questions Yes | No | N/A

7.1 Does the Plan ensure that the delegate assesses the quality of
their UM Program and processes and takes appropriate action
when problems are identified? (UM-006)

7.2 Does the Plan receive and review copies of delegate QA
audits, assessments, analyses, corrective action plans, etc.?

| UM-007 - Key Element 8:

8. Access to Emergency Services: Each delegate ensures that emergency health
care services are available and accessible, that providers are reimbursed for
care necessary to stabilize an emergency condition, and that denials of
payment for emergency care meets requirements.

CA Health and Safety Code sections 1371.4(a) through (d); 28 CCR
1300.67.2(c)

Assessment Questions Yes | No | N/A

8.1 Does the Plan ensure that the delegate has emergency health
care services available and accessible within the service area
24 hours a day, seven (7) days a week?

8.2 Does the Plan ensure that the delegate reimburses for
emergency services provided to its enrollees until the care
results in stabilization of the enrollee and the delegate shall
not require a provider to obtain authorization prior to the
provision of emergency services and care necessary to
stabilize the enrollee's emergency medical condition?

8.3 Does the delegate apply the reasonable person standard in
adjudicating emergency services claims?

8.4 Does the Plan ensure that the delegate denies reimbursement
to a provider for a medical screening examination only in
cases where the enrollee did not require emergency services
and care and the enrollee reasonably should have known that
an emergency did not exist?

End of Requirement UM-007: UM Delegation Oversight
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